Literacy is increasingly being thought of as a social practice with its use and understandings being context dependent. As an essential element within and of education, literacy offers possibilities for engaging in everyday life. Health literacy has emerged as a means to develop health-promoting practices that has meaning in social contexts. Reflecting biomedical interests, the focus of health literacy is predominately constructed as a neutral and technical process that has specific meaning and practice, positioning it as functional literacy. This paper presents one approach to critical health literacy based on a multidimension (3D) approach with literacy as a situated social practice. The 3D model will be described and then the model's application to health literacy will be explored. The use of the 3D model to build critical health literacy challenges the biomedical approach to health literacy as solely functional literacy. Functional literacy is not sufficient for a person to build a critical social consciousness and illuminate how social determinates of health create inequitable health or how it could be ameliorated. Social justice and equity are presented as fundamental prerequisites for health. Working with young people in context of schools, the reciprocal relationship between health and education offers space for possibilities around literacy skills and understanding about what creates health. The same space can enable young people to see opportunities for empowerment to shape and recreate their social reality. Health literacy for social justice and equity, therefore, has to include possibilities for understanding and responding to sociocultural knowing.
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According to the World Health Organization (2010), social determinates of health are the main causes of health inequity. Health inequity is avoidable. Arising out of social and economic conditions, the impact of health inequality affects the lives of people and determines the level of risk for preventable illness as well as their capacity to prevent or manage their ill health. It is important to also note that health inequities are significantly reduced in civil societies. It is within civil societies that there is democratic engagement, and wealth is redistributed so that it benefits the majority rather than the privileged few.
The past 20 years has seen health literacy emerge and become identified as a resource for health (Wilkinson and Marmot, 2003; Sykes et al., 2013) . The Jakarta Declaration (World Health Organization, 1997) argues that participation and engagement in health literacy is an activity that supports health (Paasche-Orlow and Wolf, 2007; Renwick, 2014) . Furthermore, Speros (2005) contends that health literacy can be perceived as a stronger predictor of health status than a person's socioeconomic status, age, or ethnic background. There is currently no one common definition of health literacy (Speros, 2005; Wharf-Higgins et al., 2009; Chinn, 2011) ; however, shared conceptualizations that are emerging include that it is a social practice and that builds a critical social consciousness about health that benefits individuals, their family, and the community-at-large. This article considers how health literacy is being conceptualized, and how, as a situated social practice, it contributes to understandings of citizenship, identity as a healthy person, and of how health is built in socially positive ways. Health literacy is increasingly evident in school curricula and is considered for how it enables young people to achieve health literacy in more equitable ways. Specifically, Green's 3D model (Green 1999 (Green , 2012a ) is applied to health literacy to demonstrate how the inclusion of a critical dimension offers possibilities for a critical social consciousness.
HeALtH LiterAcY MODeLs
Literacy is increasingly recognized as a social practice (Green, 2012b ) and health literacy is more than reading texts and symbols relevant to health system and care (Renwick, 2013) . Nutbeam (2009) has also argued that health literacy is both content and context specific. Drawing on the work of Freebody and Luke (1990) , Nutbeam (2000) developed a model for health literacy based on three levels of literacy: (i) functional health literacy; (ii) interactive health literacy and; (iii) critical health literacy. Sykes et al. (2013) argue that Nutbeam's definition of critical health literacy has not been utilized widely. According to Wharf-Higgins et al. (2009) , health promotion researchers have not paid attention to context so they have not been able to convey knowledge that makes sense within the social spaces that people inhabit that also generate the conditions for health literacy.
The debate about health literacy within the health field is limited to a particular paradigm. The results of commonsense positions and knowing's about what is both needed and possible are reflective of considerations about efficacy in health care (Speros, 2005) . This leads to a second reason for a lack of engagement in critical literacy due to an inability to measure health literacy against social and political skill sets. For critical health literacy to develop, Sykes et al. (2013) argues that there is a need to "to locate responsibility beyond the individual level" (p. 159). Chinn (2011) has observed the significant expansion of health literacy since the mid 1990s, with only a few focused on critical health literacy (Sykes et al., 2013 ).
Nutbeam's (Nutbeam, 2000) modeling of Freebody and Luke's (Freebody and Luke, 1990 ) work on effective literacy into health promotion has not been fully referenced and is, therefore, absent in wider health literacy debates. Freebody and Luke identified components of success in literacy practice-a heuristic guide for decoding what literacy is. This guide describes four roles that a successful reader uses: (i) code breaker; (ii) text participant; (iii) text user; and (iv) text analysis. Furthermore, no one role is sufficient for meeting the interests of the individual or the collective, while engaging with a range of texts, tasks, and discourses. To date, these roles have not been included in any of the debates regarding health literacy, and have been only provided in one discussion of how to approach health literacy with young people in schools (Renwick, 2013) .
A second model of literacy, emerging at the same time as Freebody and Luke's work and developed by Green (1999) brings together the three familiar areas of practice for literacy that can be seen in Nutbeam's (Nutbeam, 2000) model (see Figure 1A) .
The three dimensions "are to be understood as working simultaneously in any literacy event, and not hierarchically" [ (Green, 2012b), p. 175] . This is significant deviation from the way in which health promotion uses Nutbeam's model, where it is assumed that the three different literacies are hierarchical and mutually exclusive (Wharf-Higgins et al., 2009; Chinn, 2011) .
Green's model demonstrates how literacy is a "situated social practice". Green (2012a) describes it as a 3D model, it draws upon the three dimensions for literate practice that are connected with the social context. Since health is "determined by the different social, economics, and environmental circumstance" (Nutbeam, 2000, p. 260) , then there is congruence with the 3D model and, therefore, as a model for health literacy.
Health literacy becomes a means for not only acquiring knowledge but also as a resource for engaging in health at personal and community levels (Sykes et al., 2013) . Health literacy in this sense is not just about how the individual engages with health texts but also how these texts can be interrogated in order to support or challenge opportunities for equitable health. Health literacy is becoming increasingly referenced in school curricula; however, a critical perspective on health literacy is challenging in an era of performativity.
HeALtH LiterAcY FOr YOUtH AND iMAGiNeD FUtUres
Wharf-Higgins et al. (2009) have observed that health literacy is usually defined at/by adult levels of competence and the associated debate continues to focus on adults (American Medical Association, 1999; Nutbeam, 2009 ). Adults are not suddenly proficient in adult/real world practices especially in regards to health; rather, being health literate as an adult is by its very nature predicated on what has gone before; hence, the benefit in considering health literacy in schools (Jensen, 2000; Borzekowski, 2009) . Borzekowski (2009) observes that children and youth have particular health risks, however, these are unlikely to be identified within writings on health literacy in ways that risks for other groups are. Rather than being considered in their own right, any consideration of health literacy for children and youth is presumed through the agency of others-parents, caretakers, guardians, teachers, youth workers, etc. If the observation that health literacy and health outcomes are inter-related (DeWalt and Pignone, 2005; Paasche-Orlow and Wolf, 2007) , the health literacy needs of children and youth are worthy of attention. This has substantial implications for not only how youth view themselves and their relationship with their organic body but also the shaping of how others "see" them (James and Hockey, 2007) .
The future imagined is an all-pervading component of school health education and promotion whereby today's experience of health is somehow different to that of tomorrow (Jensen, 2000; Renwick, 2014) . This can be seen in aims for behavioral change and informed decision-making processes. School health education and promotion programs focus on influencing a child or teenager's health behavior so as to have a longer-term impact on their adult health status. While these are not inappropriate intentions per se, the issue is more about the ethics and efficacy of such programs. The model of healthy lifestyles and activities provided in classrooms may not connect with the lived reality of student lives (Kelly et al., 2008) and the impact of the social environment including the impact of unequal distribution of material wealth (James and Hockey, 2007) , and requires action beyond the individual (Wilkinson and Marmot, 2003; Chinn, 2011; Sykes et al., 2013) . Where youth have little motivation to Based on Green (2012a) and Kelly et al. (2008) .
follow the healthy lifestyles outlined in class (Kelly et al., 2008) , it is unlikely to affect their future health (Renwick, 2014) . What, therefore, are the possibilities for health education and promotion in schools that offers opportunity for action to support health, and that allows individuals to begin and continue the development of health literacy? How might this be presented so that is meaningful within the growing stages of life and classroom experiences as well as establishing a (latent) capability to be drawn on in any near and further future? This requires learning to engage with health texts in ways that develop capabilities to be able to learn and manage as required in one's health future compared to "learning" about those aspects of health/illness/disease that might have or will never have an impact (Renwick, 2014) . Kickbusch (2009) suggests that health literacy is a "challenge of access" and "is about rights, access and transparency" (p. 132) in an inequitable world. The provision of opportunities to develop critical health literacy capabilities in young people is needed.
HeALtH LiterAcY As sitUAteD sOciAL PrActice
According to Green (2012b) , being literate and engaging with literacy is a socially situated act that engages with power relations. If young people only experience a dominant view of literacy that is limited predetermined skill development and embodied text, then necessary societal transformation is not possible (Green, 2012b; Renwick, 2014) . Such positions are mirrored in health education where skills for health and behavioral change predominate, and health literacy is only at a functional or communicative level. In the conceptualization of health literacy, the focus is on the developing diagnostic tools (McCray, 2005) ; and rewriting medical communication that utilizes plain English or first language (Speros, 2005) .
Critical health literacy has to attend to the validity of culturally diverse and often inequitable life experiences that generate health, and the necessary "empowerment needed to act on the social determinants of health" (Chinn, 2011, p. 65) . By applying the 3D model of literacy to health literacy, the interplay of all three aspects demands substantially more than the functional health literacy being promulgated as reading and writing skills in a health-care setting (American Medical Association, 1999) or about compliant self management or required system documentation (DeWalt and Pignone, 2005) . Health literacy that encompasses the interrelationship between the three aspects is a more effective enabler of possibilities for capacity building and empowerment (Renwick, 2013 ). The 3D model, when applied to health literacy (see Figure 1B) , demonstrates the interplay of the three equally important dimensions together with consideration of how each dimension interfaces with the others, and generates possibilities for inquiry and reflection.
Exploring the dimensions and how they intersect is a way to demonstrate how health literacy can go beyond surviving in one's social context, to being able to integrate with the social context, and use critical capacities to both make choices and transform reality (Freire, 1973) . Using food and nutrition as a focus (see Table 1 ), it is possible to see how these both inform and construct learning experiences as well as enable and enact health literacy.
By describing what each dimension of the 3D model focuses on together and how they interface and interplay, a type of literacy emerges that is not necessarily expected. What is offered is a focus on problem-posing, giving students license to understand their world through different and multiple texts (Freire and Macedo, 1987) . Classrooms are not isolated, and on any given day, students and teachers bring any number of family/community "pieces" with them-racism, sexism, classism (Fecho and Allen, 2003) . These play out in everyday scenarios as students try to make some sense of what they are being asked to learn against what they already know but in impassive ways.
Experiencing health literacy through a medical and healthcare dominance, students are subordinated to accept health inequities experienced in their families and communities rather than perceive possibilities for change that generates better health. Social determinants of health are readily identifiable within classrooms, and they are important spaces to generate understandings and build capacity to achieve Health For All. In thinking about schools as sites for primary health promotion, any consideration of health literacy has to be so much more than about reading, writing, compliance, and regimes.
cONcLUsiON
The provision of opportunity for young people in schools to develop critical health literacy supports many possibilities for enhancing health literacy (Kickbusch, 2009) . When given the chance, young people are able to consider how their use of critical health literacy has relevance within their own sociocultural context and, therefore, has meaning for both themselves and their community. In presenting the 3D model, Green (1999 Green ( , 2012a challenges us to consider how textual practice needs to be transformative and, therefore, makes a difference (Green, 2012b) . Thus, health literacy practice should create change within a context where individual and community health is generated both physically and socially.
This article has considered how health literacy can be used specifically with young people in schools to view health in more equitable ways. As a situated social practice, health literacy that is critical is able to reveal how social, economics, and environmental conditions impact the health of diverse social groups. This is not sufficient in and of itself and, therefore, a critical health literate person is also able to see and enact possibilities for action on social determinates of health. Green's (Green, 1999 , 2012a ) 3D model of health literacy was used as a way to deconstruct health literacy and, therefore, to reveal possibilities for critical social consciousness as espoused by Freire (1973) . In accepting that health is a basic human right and that health inequalities are avoidable, there is a moral obligation upon us to act. Further consideration is, therefore, warranted as to the difference to be made when health literacy makes visible knowledge and cultural expectations, and builds a repertoire of reflective practice, through understandings of power and social justice.
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